Introduction: This standardized-patient-based module prepares medical students to take inclusive, comprehensive sexual histories from patients of all sexual orientations and gender identities. Health disparities faced by lesbian, gay, bisexual, transgender, and queer (LGBTQ) people are at least partially the result of inadequate access to health care and insufficient provider training. This module incorporates implicit bias activities to emphasize the important role providers can play in mitigating these disparities through compassionate, competent care. Furthermore, two of the three included cases highlight the negative impact sexual dysfunction can have on emotional well-being. Methods: Over 3 hours, students participate in a 30-minute large-group lecture and three 40-minute small-group standardized patient encounters with debrief. Prework consists of a short video on sexual history taking, assigned readings, and an implicit bias activity. These materials are included in this resource, along with lecture slides, facilitator guide, and standardized patient cases. Though the cases are adaptable to all levels of medical education, this module is designed for second-year and early third-year medical students. Results: Qualitative student evaluations were positive, and postparticipation surveys revealed statistically significant improvement in comfort with their ability to take a sexual history in general, and take one from patients with a differing sexual orientation. Deployed in the second year of our Doctoring curriculum, this module continues to receive positive evaluations. Discussion: Introducing these skills begins to address the curricular deficiencies seen across medical education and lays the foundation for a more competent health care workforce to address the needs of LGBTQ patients.
Introduction
The sexual history is an integral part of a complete patient examination. Often conceptualized as a means to prevent, diagnose, and treat sexually transmitted infections (STIs), taking a sexual history has well-recognized public health benefits. Despite this, sexual history taking is often cursory or not
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 OPEN ACCESS 1-3 4,5 routinely performed across a wide variety of practice settings and patient demographic groups. Beyond its importance in infection control, the sexual history is vital to many other aspects of individual and population health. Unplanned pregnancy, for example, continues to be a major population health concern, especially among lesbian and bisexual women. Additionally, sexual dysfunction is routinely left unaddressed by physicians, even though it is known to negatively impact psychological health and portend chronic illness.
Importantly, disparities exist in sexual history taking across various demographic subpopulations. For example, in a single-center survey, trainees felt significantly less comfortable taking a sexual history from lesbian, gay, bisexual, transgender, or queer (LGBTQ) patients. Similar trends have been identified within the geriatric population, especially when patients and interviewers have differing gender expression.
The Centers for Disease Control and Prevention and others
have delineated the essential components of the sexual history. A number of authors have contributed to this field in MedEdPORTAL.
Two recent publications specifically address sexual and gender minority patients, allowing students to practice asking challenging questions using standardized patients (SPs).
These resources informed our efforts and have significantly increased the availability of LGBTQ-inclusive sexual history taking curricula. We build on these works by incorporating implicit bias, reflective exercises, and a novel approach to incorporate sexual orientation in sexual history taking. Specifically, we detail here the use of one SP to deliver the same case twice, varying only sexual orientation, as a substrate for facilitated discussion of implicit bias.
In 2014, a group of students, residents, and faculty members at the University of New Mexico School of Medicine began a review of coverage of LGBTQ topics in the undergraduate medical curriculum in the context of recently released guidance from the Association of American Medical Colleges (AAMC). A multipart needs assessment targeting one cohort of medical students informed our process. Baseline knowledge and opinions of LGBTQ issues were assessed in the first year and reassessed between the second and third years. Our findings suggested that medical students at our institution were not adequately prepared to address the specific health and social issues faced by LGBTQ people at baseline. As part of our ongoing efforts to improve our curriculum, we set out to develop this module with the goal of preparing medical students in the preclinical years to take a complete and culturally competent sexual history, with attention to the important aspects of sexual orientation and gender identity.
Implicit bias describes the influence that unconscious thought patterns have on behavior. Clinically, it manifests as avoiding topics of conversation that are uncomfortable, spending less time interacting with a patient, neglecting to ask certain questions, and other subtle patterns of behavior that affect the patientprovider bond. Implicit bias is thought to negatively impact outcomes, and experiences during medical school have been shown to contribute to these behaviors. This intervention is meant to introduce sexual history taking. It is not meant to provide the infectious disease, endocrinologic, psychiatric, and other background knowledge that is critical to properly diagnosing and treating sexual health-related complaints. Though the cases are adaptable to all levels of medical education, this module is designed for second-year and early third-year medical students. The curriculum detailed here integrates several previously described methods and offers an innovative update to the existing library of MedEdPORTAL SP cases.
Methods
Presession assignments include a short video and readings on sexual history taking (Appendices B-E). We recommend that students also be assigned the sexuality Harvard Implicit Association Test (IAT). Students are expected to complete the presession assignments individually. Our aim is to prime students to examine their own biases regarding sexuality. While we do not require students to disclose IAT results, they are asked to keep their results in mind when preparing to interview SPs.
Three documents are required as prereading and are included in this resource. The first two documents (Appendices C & D) are a simplified sexual history taking guide and a more advanced summary of the 5 Ps framework, respectively. Both are published by the National Association of Community Health Centers and the National LGBT Health Education Center. The 5 Ps refer to partners, practices, past history of STIs, protection from STIs, and pregnancy plans. A short video summarizing the 5 Ps system is also included in the prework (Appendix E). The third and final document (Appendix B) is a flowsheet tying these concepts together, adapted with permission from a recently published LGBTQ health care text.
On the day of the session, learners were presented with a 30-minute overview lecture on sexual history taking (Appendix F). This included information regarding gender identity, sexual orientation, and sexual practices/behaviors. Emphasis was placed on correct pronoun usage, use of sensitive language regarding sex assigned at birth versus gender identity, nonbinary gender identities, possible discordance between sexual orientation/attraction and sexual behaviors, and pointed questions eliciting sexual practice information. Additional slides raised important considerations as to documentation, language usage, and appropriate settings for obtaining sexual histories.
Students were subsequently divided into small 6-person groups. Facilitators were given 20 minutes to orient students to the SP activity and discuss the prework. Over the following 2 hours, students then interviewed three SPs. Each encounter was limited to 25 minutes. Because there are two students for each SP, we suggest that facilitators either group students into teams or have two students complete each case sequentially. Following each SP encounter, faculty members facilitated a 15-minute discussion based on notes provided in the Facilitator Guide (Appendix A).
The Facilitator Guide (Appendix A) includes session objectives, a description of the students' preclass assignments, and a detailed schedule. The Patient Encounter Checklist (Appendix J) is provided to faculty members to ensure students receive standardized feedback. Orientation should include a reminder to facilitators regarding the wide range of comfort and experience students may bring to the discussion, and a list of ground rules to be read aloud at the beginning of the session.
Three cases were developed specifically for this project (Appendices G-I). These scripts were inspired by recommendations developed by the AAMC as well as real-life scenarios. Each case has been designed with sufficient depth to necessitate a thorough sexual history. When combined, the cases touch on a wide variety of sexual identities and practices, risk factors for STIs, and psychosocial issues pertinent to health. Of note, the Alan Gomez case (Appendix G) was adapted from a resource published with the 2014 AAMC guidelines.
The Jen Gallison case (Appendix H) represents an approach to sexual minority history taking that is, to our knowledge, novel. During the small-group sessions, the Gallison case is performed twice. The SP, who presents with sexual dysfunction and resultant emotional distress, is heterosexual and married to a man during the first encounter. In the second encounter, she identifies as lesbian and is married to a woman. The order of these interactions can be reversed based on facilitator preference. This dichotomy creates an important opportunity for learners and facilitators to reflect on how LGBTQ patients and other members of minority groups might receive inferior care due to implicit or explicit bias.
Results
This curriculum was administered to the medical class of 2018 (n = 84) at our institution in November of the clerkship year. In the postparticipation survey, 40 (47.6%) identified as male, 37 (44.1%) identified as female, and seven (8.3%) declined to identify. All students identified as cisgender. Five students (6.0%) reported lesbian, gay, or bisexual sexual orientation. One student selected other for sexual orientation, and seven (8.3%) declined to identify. The remainder of the class (84.5%) identified as heterosexual/straight.
As part of the standard end-of-semester evaluation questionnaire, students were asked a series of questions about this curriculum. Responses were elicited using a Likert scale ranging from 1 (not at all comfortable/not true at all) to 7 (very comfortable/totally true). We used the Wilcoxon signed rank test to compare each paired question given the nonparametric nature of these data. Statistically significant improvement was observed in general comfort with taking a sexual history (p < .0001, Figure 1 ) and comfort with taking a sexual history from patients with differing sexual orientation/identity (p < .0001, Figure 2 ). We further compared self-assessment of knowledge of the sexual health and practices of men who have sex with men (MSM) and women who have sex with women with matched data from the same cohort obtained just prior to the clerkship year, finding significant improvement (p < .0001, Figure 3 ). Students were asked two scaled questions post hoc. First, "Before this session, how comfortable were you discussing sex with patients overall?" Then, "After this session, how comfortable do you think you will be discussing sex with patients overall?" Responses ranged from 1, being not at all comfortable, to 7, being very comfortable.
Figure 2.
Students were asked two scaled questions post hoc. First, "Before this session, how comfortable were you discussing sex with patients of a different sexual orientation/identity than your own?" Then, "After this session, how comfortable do you think you will be discussing sex with patients of a different sexual orientation/identity than your own?" Responses ranged from 1, being not at all comfortable, to 7, being very comfortable.
Students' postparticipation comments were generally positive. When asked what went well, responses included the following:
• "Just practicing the full history and receiving feedback. It's a history worth practicing many times and was quite nice to be able to receive feedback as that rarely happens in real life." • "Discussing the language/vocabulary that would be least offensive to use with the LGBTQ population.
I also liked that we were able to role play the scenario and see how we respond in the situation of eliciting a sexual history from a patient (even if they were fake patients)."
• "I really enjoyed being able to talk through some of the more sensitive topics that aren't really addressed normally in the curriculum (gay/lesbian sexual practices)." • "Working with standardized patients provided valuable experience when taking a full sexual history.
The pre-work provided useful information on techniques to elicit important information from patients." When asked what could be done to improve the session, many students provided constructive feedback:
• "I think it would be useful to have more patients where we have to assess risk factors and delve into detail regarding practices etc., like the military man with MSM experience. This was better than the cases where there are medical aspects that we need to elicit, where we have a lot of experience already." • "Having more standardized patients so that each student can go through a case would be valuable." 
Discussion
Like many medical schools, our institution has faced challenges implementing curricular changes reflecting the health care needs of the LGBTQ community. This resource is designed to address the specific foundational skill of sexual history taking while also prompting students to examine their own biases. Based on our results, we are confident that this curriculum prepares students to take a complete and culturally sensitive sexual history.
Due to the foundational yet comprehensive nature of this curriculum, we believe it to be developmentally appropriate for preclinical medical students and those early in the clerkship year. The included SP cases, however, are applicable to every level of medical training, especially when coupled with the IAT and structured or unstructured reflection.
Many faculty members may not feel adequately prepared to facilitate this session. Sexual history, especially as it pertains to the LGBTQ community, may be outside the scope of practice of many physicians. At our institution, we provide facilitators with the syllabus and all curricular materials during a faculty-only orientation session 2-3 weeks prior to the start of the Doctoring course. Experienced providers are available to answer questions during this time. Facilitators also meet with the course director immediately before the start of the workshop to address any lingering concerns.
Many comprehensive resources exist for individual learning and for reference in preparing faculty development curricula. Two textbooks stand out as comprehensive, yet digestible. The Fenway Guide to Lesbian, Gay, Bisexual, and Transgender Health is the first of its kind, and serves as a clinically oriented guide for any provider, generalist or specialist, focusing on the crosscutting health care, social, and legal issues unique to the LGBTQ community. Lesbian, Gay, Bisexual, and Transgender Healthcare: A Clinical Guide to Preventive, Primary, and Specialist Care is also innovative, and particularly useful for medical educators, as it is organized around the standards outlined in the AAMC guidelines for LGBTQ medical education.
When implementing this curriculum, educators should be cognizant of the fact that people are much more than their sexual behaviors. Inclusive sexual history training is only one part of vital cultural competency curricula-medical education programs must also emphasize the unique and formative experiences and cultures of LGBTQ people and their intersection with other dimensions of identity.
Limitations
This session was initially piloted during the clerkship year, which was later than we had anticipated.
Ideally, this topic would be introduced earlier, prior to significant clinical experience. Narrative student feedback supports this conclusion. However, if the session is placed too early, students will not have learned the communication skills and/or medical knowledge necessary for sexual history taking.
Many facilitators have not had significant interaction with the LGBTQ community and may need additional training in order to lead meaningful discussion within small groups. Unfortunately, we were unable to assess the baseline knowledge of our faculty facilitators. Future iterations of this curriculum should include dedicated facilitator-training modules outside of the content included in the Facilitator Guide.
Experiences in medical school have been reported to impact providers' subsequently assessed implicit biases. Interventions, including just taking an IAT have been found to reduce implicit bias in medical trainees, which we believe supports the efficacy of our curriculum. Regrettably, we acknowledge that we were unable to completely assess the effect of our intervention on implicit bias. These data could have been obtained by administering pre-and postparticipation IATs. We plan to incorporate this paradigm in future educational interventions.
Furthermore, due to the heterogeneity of human sexuality, gender identity, gender expression, and sexual behaviors, it is impossible to create a case representative of all possible variables. As such, we were unable to include more advanced cases delving into sexual history taking with transgender, gender nonbinary, and intersex patients. Students noticed the omission of several important groups (e.g., transgender individuals) and asked for more complex cases. While we believe that the communication skills included in this curriculum are a strong foundation for taking a complete sexual history from any patient, we agree that specific training in the needs and acceptable terminology of these communities is necessary.
